Objective-This study aims to describe the daily co-occurrence of physical, sexual, and psychological intimate partner violence (IPV) among substance-using, community-based women currently experiencing IPV.
Findings of cross-sectional studies have demonstrated that physical, sexual, and psychological victimization co-occur among women who experience intimate partner violence (IPV) (Basile & Hall, 2011; Coker et al., 2002; Coker, Smith, McKeown, & King, 2000; Hedtke et al., 2008; Mechanic, Weaver, & Resick, 2008) . This emerging body of research has been fundamental to raising awareness about the co-occurrence of multiple types of victimization, showing that there are strong associations among types across samples. However, this literature is limited in that most studies collected retrospective data about average levels of IPV over time and drew inferences about daily experiences from correlations based on such data. Therefore, a gap in the literature exists such that no study has been designed to elucidate the phenomenon of IPV as it is experienced by women -dayto-day. An approach that can describe the daily experiences of physical, sexual, and psychological IPV and their co-occurrence by gathering data in near real-time will more accurately capture women's lived experiences (Hektner, Schmidt, & Csikszentmihalyi, 2007; Stone, Shiffman, Alienza, & Nebeling, 2007) . Results from such studies can better inform the development of more effective prevention and intervention programs, including those that target proximal relationships between IPV victimization and various antecedents, correlates, and consequences. Therefore, this study uses a micro-longitudinal design to describe the daily co-occurrence of physical, sexual and psychological IPV among substance-using, community-based women as a starting point to inform practice, future research, and potentially, policy.
Though increasing numbers of studies have simultaneously examined physical, sexual, and psychological IPV, few have focused explicitly on identifying the co-occurrence among two or more types (Basile & Hall, 2011; Coker et al., 2002; Coker et al., 2000; Hedtke et al., 2008; Mechanic et al., 2008) . In 2000 and 2002, Coker and colleagues were the first to examine the co-occurrence of IPV types. Findings showed that, of the women who reported experiencing IPV in past, recent, or current relationships, 77% reported physical or sexual IPV, and 23% reported psychological IPV. The co-occurrence among types was common as was the prevalence of non-overlapping psychological IPV. Recent studies have confirmed the finding that there is substantial co-occurrence among types, regardless of whether data were reported by victims or perpetrators (Basile & Hall, 2011; Hedtke et al., 2008) . Further, findings suggest that length of exposure to IPV increases the likelihood of experiencing multiple types (Thompson et al., 2006) , and experiencing multiple types has a cumulative effect on victims' mental and physical wellbeing (Edwards, Black, Dhingra, McKnight-Eily, & Perry, 2009; Hedtke et al., 2008) . More common than research that explicitly focuses on the co-occurrence of IPV types is research that focuses on the differential relationships of precursors, correlates, and outcomes of IPV by type. Regarding IPV outcomes, for instance, there is overwhelming evidence that physical, sexual, and psychological IPV are associated with various negative mental, physical and reproductive health problems (Bonomi et al., 2009; Breiding, Black, & Ryan, 2008; Campbell, 2002; Campbell et al., 2002; Ellsberg, Jansen, Heise, Watts, & Garcia-Moreno, 2008; Plichta, 2004; Resnick, Acierno, & Kilpatrick, 1997) . For example, the type of social reactions victims experience when they disclose IPV to others appears to differ by the type of IPV disclosed (Sullivan, Schroeder, Dudley, & Dixon, 2010) , and all three IPV types have been linked to IPV-related posttraumatic stress (Sullivan, Cavanaugh, Buckner, & Edmondson, 2009 ).
Psychological IPV has been shown to uniquely contribute to the prediction of depression symptoms (Mechanic et al., 2008) and posttraumatic stress symptoms after controlling for the effects of physical IPV (Mechanic et al., 2008) and in several studies, was as strong a predictor of negative health outcomes as physical IPV (Becker, Stuewig, & McCloskey, 2010; Coker et al., 2002; Pico-Alfonso et al., 2006) . Psychological IPV also has been associated with more drug use, chronic disease (Coker et al., 2002) , unemployment (Kimerling, Alvarez, Pavao, Kaminski, & Baumrind, 2007) and smoking; with the co-occurrence of physical IPV enhancing this risk (Jun, Rich-Edwards, Boynton-Jarrett, & Wright, 2008) .
Sexual IPV also affects health outcomes, especially when co-occurring with physical IPV, which is often the case (Logan, Cole, & Shannon, 2007) . Women with sexual IPV, whether or not they also experienced physical IPV, were more likely to have one or more chronic stress related problems (high blood pressure, digestive problems, abdominal pain) central nervous system symptoms (headaches, seizures, fainting, back-pain) and gynecological problems . Women with both sexual and physical IPV appear to be at higher risk for severe psychological distress than women with sexual IPV alone (Edwards et al., 2009) and are more likely to seek medical care than those experiencing psychological IPV alone (Duterte et al., 2008) . Further, sexual IPV severity explained a large amount of variance in PTSD severity beyond what was explained by physical IPV (Bennice, Resick, Mechanic, & Astin, 2003; Smith, White, & Holland, 2003) . Sexual IPV has an incremental impact on PTSD and depression even in the context of high severity of other IPV types (Dutton, Kaltman, Goodman, Weinfurt, & Vankos, 2005) . The adverse health effects for women experiencing sexual IPV alone or in conjunction with physical IPV highlights the additional burden of sexual IPV on both mental and physical well-being (Bonomi, Anderson, Rivara, & Thompson, 2007) .
Although the existing research regarding the co-occurrence of IPV types has been critical to moving the field forward, it is limited in that the majority of studies were cross-sectional and retrospective in nature and utilized aggregated data over longer periods to draw inferences. More specifically, findings of existing research on the co-occurrence of IPV types are inferences drawn about daily experiences based on average levels of IPV experienced across a given period of time (typically periods of 6 to 12 months or more). A micro-longitudinal study design, on the other hand (a) captures data frequently and in near real-time, (b) assesses experiences and behaviors as they unfold in their natural environment and (c) improves reliability and validity of data by reducing recall bias (Csikszentmihalyi & Larson, 1987; Gruenewald et al., 2002; Tennen & Affleck, 1996) . Such study designs are also critical for drawing inferences at the appropriate level of analysis and thus avoiding the problem of the ecological fallacy whereby data, because they have been aggregated for a group, misrepresent the experiences of individuals in that group (Robinson, 1950; Tennen & Affleck, 1996; Tennen, Affleck, & Armeli, 2003) . In fact, research has demonstrated that results of analyses based on data aggregated for a group can differ from analyses based on daily data in magnitude and even in direction, (Tennen & Affleck, 1996; Tennen et al., 2003) thereby misrepresenting the experiences of individuals and perhaps, misinforming the development of practices and policies. We are interested in addressing questions about the occurrence of particular IPV types on days when other IPV types occur (day level), which is different than addressing whether individuals who report high levels of one type of IPV also report high levels of other types of IPV (person level). Findings of research using microlongitudinal methods contextualize IPV within women's lived experiences (Hektner et al., 2007) . These methods allow researchers to be relatively more confident that findings reflect actual experiences than findings gathered with methods that require retrospection over longer periods. Accurate information about the frequency of occurrence and co-occurrence of physical, sexual, and psychological IPV is critical. This information can be utilized to inform changes in public perceptions and public policy regarding IPV victims and offenders, allocate valuable resources to the most needed services, shift norms regarding IPV so that all types are universally unacceptable, and ultimately, reduce IPV altogether. For example, many service providers work based on the assumption that when IPV is present in a relationship, physical IPV acts occur very frequently. As a result, providers often focus their efforts with women on keeping them safe, for example by developing safety plans (Basile, Hertz, & Back, 2007) . Of course physical safety should be paramount. However, attention also should be paid to co-occurring psychological and sexual IPV. This is important to highlight since psychological IPV is more often overlooked by providers (and certainly by policy makers) than any other form of IPV but given it's frequency and associated negative sequelae (Baldry, 2003; Follingstad, 2009; Pico-Alfonso, 2005; Straight, Harper, & Arias, 2003) is worthy of more attention.
The compendium of research to date underscores the importance of investigating IPV by types and identifying the differential effects of the various types (Campbell & Lewandowski, 1997; Hedtke et al., 2008) . It also suggests that the co-occurrence of IPV victimization may be a distinct type of IPV (Bennice et al., 2003; Smith et al., 2003) that warrants further research. Understanding the prevalence and frequency of IPV types independently and as they co-occur on a daily basis is a starting point to enable the field to more effectively address the potential risks associated with IPV types, especially when cooccurrence is present, and to develop more targeted interventions and policies.
METHODS Participants
The final sample of women (N = 51) was drawn from a larger study (N = 147) examining the efficacy and comparability of different methods of daily reporting among women currently experiencing IPV (Sullivan, Khondkaryan, Dos Santos, & Peters, 2011) . We focused on the sub-group that utilized telephone data collection methods (otherwise known as interactive voice response [IVR]), selected for its ease of use and compliance verification capabilities (Stone, Shiffman, Schwartz, Broderick, & Hufford, 2003; Tennen, Affleck, Coyne, Larsen, & DeLongis, 2006) . All women participated in baseline and follow-up assessments and recorded event-data on IPV and related issues on a daily basis for 90 days. IRB approval was obtained by the [Institutions] Human Investigation Committee, the body that reviews studies to ensure protection of human research participants.
Two of the 51 women who participated in the telephone data collection condition never called into the phone system to complete the daily survey. Therefore, data from the 49 women who completed a daily telephone survey at least once are the focus of these analyses. Demographic information was obtained during the baseline interview. The average age of the 49 women was 39 years (SD = 10.8). Most women were unemployed for over a month prior to the study (55.1%), with a mean level of education of 12 years (SD = 1.1) and a mean annual household income of $12,817 (SD = $10,540). Only 12.2% of women were married although over half were living with their partner or saw him on a daily basis (M = 6.4 days a week, SD = 1.3). Mean years in the current relationship was 7. 5 (ranging from 6 months to 25 years; SD = 6.8) and 22.4% of women had children. Thirty-nine women were African American, four were White, four were Latina, and two were identified as multiracial.
Procedures
Participants were recruited from an urban community in the Northeast. Recruitment materials were posted in local businesses, selected state/public agencies, and in waiting rooms, bathrooms, and exam rooms of urban-area primary care clinics and emergency departments. Eligibility was determined via a phone screen. Inclusion criteria were: (a) female gender, (b) age 18 or older, (c) the use of any amount of drugs or alcohol in the previous 30 days (because an aim of the larger project was to understand the relationship of substance use to IPV), (d) current involvement in a heterosexual intimate relationship of at least six months duration with current contact at least twice a week, (e) experience of physical victimization in the past 30 days by the woman's current male partner as measured by selected screening questions from the Conflict Tactics Scale-2, CTS-2 (Straus, Hamby, Boney-McCoy, & Sugarman, 1996; Straus, Hamby, & Warren, 2003) , and (f) residency in the greater-urban area. Exclusion criteria were (a) inpatient psychiatric hospitalization within the last year, and (b) current residence in a shelter/group home (determined a priori because structured living environments affect women's ability to have contact with their partners, their experience of IPV, and their use of substances). 1,120 women were screened for inclusion in the study, 198 of whom (17.7%) qualified to participate. Women who did not qualify were not significantly different than those who qualified on age and living arrangements, but were on race, highest grade completed, and working status. Women who did not qualify were significantly more likely to be white (21.9% compared to 9.1% among study participants), had completed on average more years of education (12.2 years compared to 11.8), and were more likely to be working (32.2% compared to 23.7%).
Greater detail about study procedures can be found in Sullivan et al. (2011) . All participants completed: (a) a baseline interview; (b) 90 days of daily data collection, and (c) a follow-up interview on or after day 91 of the study. The baseline interview was administered face-toface by a trained master-or doctoral-level female research associate in a private office to protect participants' safety and confidentiality. After completion of the follow-up interview, participants were debriefed. Throughout the study, they were provided with a list of community resources for employment, food, and benefits assistance, mental health and substance use treatment, and domestic violence services. Assistance accessing resources was provided upon request.
A toll-free number (i.e., 1-800-number) was dedicated to the study. Participants were provided with a laminated business card with the study telephone number and instructions for using the telephone data collection system. On this card was a study-assigned identification number which allowed participants to access study questions via the telephone data collection system; the identification number also allowed the study team to monitor participant's data. To maintain confidentiality and minimize risk to participant safety, (a) the laminated card noted the "[Institutions] Breast Cancer Study" as a header and (b) a © copyright symbol preceded identification numbers to deter others from comprehending the content and purpose of the laminated card. The survey was the PI's recorded voice providing instructions and asking close-ended questions. Participants were required to use the telephone's keypad to enter their responses. Callers were only able to report IPV incidents that occurred during the prior day to substantially minimize retrospection (i.e., ensure that IPV reports were not made long after they occurred). The potential existed that participants may not have reported IPV on a given day to more quickly complete the call. As a deterrent, participants were required to answer approximately the same number of questions each time, regardless of IPV or other activity (Searles, Helzer, & Walter, 2000) . Calls were not monitored by a live person. However, women were able to connect directly to a domestic violence hotline while completing a study call by pressing numbers on the phone's key pad. Daily telephone data were uploaded and monitored every two to three days. Three consecutive days of missed calls resulted in a follow-up phone call from the research assistant to the participant to assess her safety and barriers to participation.
During the baseline interview, the research associate provided a 45-minute training session to each participant about how to complete the daily phone survey. Participants were instructed on how to call into the telephone system and respond to close-ended questions using numbers on their telephone's key pad. Training included didactic instruction and multiple guided practice exercises such that (1) the research associate called into the phone system and completed the survey using the participants experiences (e.g., IPV). that she had reported earlier in the interview while the participant observed and then, (2) the participant called into the phone system and completed the survey using experiences of IPV she had reported earlier in the interview while the research associate provided guidance as necessary. All women reported that they were adequately prepared to participate in the study daily.
Participants were remunerated in cash for their participation and were eligible for payments immediately after each in-person interview and, for daily participation, every 30 days (although, if a participant requested payment before the end of the 30-day period, payment was made). All participants were remunerated $45 for the baseline and follow up interviews and $2 per phone call; Total possible remuneration was $270.
Measures
Given the focus of this special issue, this study examined only the co-occurrence of physical, sexual, and psychological IPV victimization; items were selected to assess a broad range of IPV experiences. Daily occurrence of physical IPV was assessed with one item that asked the total number of times "things got physical" on a given day, which was operationalized by multiple minor and severe assault behaviors according to the CTS -2 (Straus et al., 2003) . More specifically, if the participant responded that things got physical one or more times, the next survey question asked about the number of times she experienced any of five behaviors qualifying as minor physical IPV and the following question asked about the frequency of seven behaviors qualifying as severe physical IPV. Given that this study is broadly focused on overlap, it was only necessary to include the "times things got physical" item in the analyses. Sexual IPV was assessed by one item asking the total number of times her "partner did something sexual with me when I didn't want to." Psychological IPV was assessed by the following four items including items that were adapted from the Psychological Maltreatment of Women Inventory: (1) "total number of times I had an argument (in person, by phone, text, IM)"; (2) "number of times partner swore at me, put me down, called me names"; (3) "partner treated me like I was stupid or crazy"; and (4) "partner tried to keep me from going out or seeing my family". These four items were collapsed to describe the occurrence of psychological IPV. Each of the three IPV variables was re-coded dichotomously to indicate whether a particular type of IPV had occurred on a given day.
Data analysis
Data on the occurrence and co-occurrence of IPV types were obtained from daily reports on incidents of IPV. Data analysis focused on the first 90 days of study participation for all women (some women participated slightly longer than 90 days because their follow-up interview did not occur on day 91 of the study because, for example, women were unavailable or day 91 fell on a weekend). Compliance rates, which reflect the proportion of days women completed the daily survey out of 90 days, were calculated for all 49 participants. We created person-level values for each IPV category by calculating the proportion of days each IPV type occurred for each participant. Next, we calculated descriptive statistics and correlations for the IPV variables at the person-level of analysis. Finally, we assessed the degree of co-occurrence among the IPV types at the daily level of analysis. Due to the repeated measures nature of the daily data, we used hierarchical generalized linear modeling (HGLM; Raudenbush & Bryk, 2002) for significance testing; specifically, given the binary nature of the variables at the day-level, we specified multilevel logistic regression models. We report unit parameters from the unit-specific models with robust standard errors. All 49 participants were retained for analysis regardless of the number of daily reports (however, for a day to be retained for analyses it needed to have complete data for the IPV variables and partner exposure). Inclusion of participants, regardless of the number of daily reports, is consistent with recent recommendations for maximizing the accuracy of parameter estimates derived from maximum likelihood-based models (see Singer & Willett, 2003, pp. 146-148) .
To summarize, correlations among IPV proportion variables will inform us of the personlevel association, namely, the degree to which individuals who experience one type of IPV frequently also report other types of IPV. It should be noted that strong positive person-level associations do not necessarily imply that various IPV types co-occur at the day level of analysis. Day-level associations will inform us of whether additional types of IPV are more or less likely to occur on days when one type of IPV occurs.
RESULTS
Overall, there were 2,811 daily reports nested within 49 women. Listwise deletion of person-days based on the IPV variables and women's exposure to their partners resulted in a final person-day N of 2,778 (i.e., only about 1.2% of the daily reports had missing data for the core study variables). Forty-five percent of women (n = 22) received follow-up calls from the research assistant after three successive days of missed calls to assess their safety and barriers to participation (see Sullivan et al. (2011) which cites difficulty remembering to call in as a primary reason calls were missed). The mean number of complete daily reports per person was 56.7 (SD = 27.7; minimum = 1, maximum = 90); the median was 60 and the interquartile range (IQR) was 36 (25 th percentile = 44; 75 th percentile = 80). Table 1 shows the descriptive statistics and correlations for the proportion of days on which physical, sexual, and psychological IPV occurred, the proportion of days with exposure to partner (0 = not exposed to partner, 1 = exposed) and compliance (i.e., the proportion of the 90 days with completed daily reports); These values for the IPV variables and exposure to partner are un-weighted values given that individuals' proportions were based on different numbers of daily reports; the weighted values were similar and are as follows: physical = . 09, sexual = .04, and psychological .37. As shown, psychological IPV occurred most often and sexual IPV occurred least often. The proportion of days with physical IPV was significantly related to the proportion of days with sexual IPV and the proportion of days with psychological IPV; both of these associations were strong. In contrast, psychological and sexual IPV were only moderately related at the person-level and this association was only marginally significant (p = .08). Reporting compliance was unrelated to physical and sexual IPV, but negatively related to psychological IPV. Specifically, individuals who had a greater proportion of days with psychological IPV called in on fewer days overall. The proportion of days exposed to partner was unrelated to IPV proportions.
Next, we examined the overall frequencies for each IPV type. Across all reporting days, psychological IPV occurred most often (on a total of 1,028 days; 37.0%), followed by physical IPV (on 249 days; 9.0%) and sexual IPV (on 115 days; 4.1%). Table 2 shows the frequencies and proportions for the occurrence of each IPV in isolation and the cooccurrence of multiple IPV types. On more than half the days, no IPV occurred. On 74.0% of days when IPV was reported, it was one type rather than multiple. As expected, psychological IPV was the most common type to occur in isolation; physical and sexual IPV generally occurred on days when psychological IPV occurred. Of interest, physical and sexual IPV never occurred together without psychological IPV also occurring. We also examined day-level contingencies among the three IPV types, i.e., the likelihood that one type of IPV co-occurred with one of the other IPV types. We examined three models: psychological IPV predicting sexual IPV, psychological IPV predicting physical IPV, and sexual IPV predicting physical IPV. Initial estimates indicated that slope variance components were not significant (i.e., there were not significant differences in slope values across participants), thus all were fixed to zero for the sake of parsimony. The results of the HGLM models are shown in Table 3 . All of the day-level associations were significant. However, the association between psychological and physical IPV was considerably stronger than the other two. Specifically, the odds of reporting physical IPV were 64 times greater on days when psychological IPV occurred compared to days when psychological IPV did not occur. In contrast, the odds of reporting physical IPV were only 3.4 times greater on days when sexual IPV occurred compared to days when sexual IPV did not occur. It should be noted that at the person-level of analysis (see Table 1 ), physical and sexual IPV demonstrated one of the strongest associations.
Finally, we re-estimated these models removing days when women were not exposed to their partners; this reduced the person-day N to 2,028 and the person N to 48. The results from these models are also shown in Table 3 . In general, the findings were similar with the association between physical and psychological IPV being considerably stronger than the other associations.
DISCUSSION
To our knowledge, this is the first known investigation of the daily occurrence and cooccurrence of IPV types among substance-using community women currently experiencing IPV. Results of this study reveal new information about physical, sexual, and psychological IPV experiences and demonstrate the utility of a micro-longitudinal design among this high risk population. The most frequently occurring IPV type was psychological only followed by the co-occurrence of psychological and physical-though the difference in prevalence between the two is striking (i.e., 27% vs. 6% of overall days, respectively). On a related note, it is equally salient that the odds of experiencing physical IPV were 64 times greater on days when psychological IPV occurred. Co-occurring physical and sexual IPV was the least frequently occurring type and never co-occurred in the absence of psychological IPV, followed closely by physical IPV only, which occurred on 8 days out of 2,778 (i.e., < 1%). Finally, it is noteworthy that days on which no IPV occurred were most common.
These findings, coupled with emerging literature on the relative negative contributions of psychological IPV to mental, physical, and reproductive health (Arias & Pape, 1999; Coker et al., 2002; Kimerling et al., 2007; Sullivan et al., 2009) , underscore the importance of attending to psychological IPV in practice and research. At the least, health screeners that assess for physical IPV should also assess for psychological IPV, and treatment programs should integrate a focus on psychological IPV if one does not already exist. In future studies of high risk women, it would be prudent to include measures of psychological IPV in the assessment battery. The finding that, on most days, no IPV occurred may help to explain the ambivalence some women experience about ending their intimate relationships. Perhaps, as anecdotal evidence suggests, the "breaks" in between incidents of IPV contribute to minimizing problems in the relationship and instilling hope that partners will change their abusive behavior. Moreover, future research should more closely examine those days where no IPV occurs to identify factors that may contribute to preventing IPV altogether.
This study makes evident the utility of a micro-longitudinal design, namely the ability to capture women's IPV experiences daily and as they unfold in their natural environment to investigate relationships without aggregating data over long periods. Notably, associations at the day level were somewhat different from the person level (i.e., between-person correlations). Analysis of day-level data indicated that psychological and physical IPV were associated much more closely than were psychological and sexual IPV or physical and sexual IPV. Examination of these associations at the person-level only, provided a different picture. Here, the association between physical and sexual IPV was comparable in size to the association between psychological and physical IPV. Stated in other words, individuals with higher proportions of physical IPV days also had higher proportions of sexual IPV days; this however, did not translate directly to day-level analysis, i.e., the likelihood of one type of IPV co-occurring with another type of IPV. Our findings underscore previous cautions regarding the importance of distinguishing person-level and day-level findings (Robinson, 1950; Tennen et al., 2003) . Accurate information about experiences is critical to allocating valuable resources to needed services (e.g., those that target psychological IPV via empowerment and skill building; see Harris, 1998) , informing changes in public policy regarding victims and offenders, shifting norms regarding IPV so that all types are universally unacceptable, and ultimately, reducing IPV altogether.
We speculate that the patterns of co-occurrence found in this study reflect the heterogeneity of experiences among community-recruited women who experience IPV. We suspect that for some women, their experiences of physical IPV are the result of arguments (which often include psychological IPV) escalating to physical IPV -which is one reason findings show that physical IPV rarely occurs in isolation from psychological IPV. In regard to reasons for which physical and sexual IPV never co-occurred in the absence of psychological IPV, though there are no data to support this in the context of partner violence, we speculate that male partners rarely sexually assault women without simultaneously psychologically and/or physically abusing them. In other words, we believe that women's male partners do not sexually assault them without saying a (derogatory) word or without using some sort of physical force like pushing, grabbing, etc.
The present study should be considered in the context of the following limitations. The sample was comprised of women who used some amount of alcohol or drugs in the 30 days prior to study entry. Therefore, findings cannot be generalized to women who have not had at least one drink or used one illicit drug in the past month. Further, women who participated likely do not represent the most extreme end of the IPV spectrum given that study participation required women to have enough freedom to come to the office for interviews and use the phone daily to record experiences. Nonetheless, as data indicate, this study represents women who experience a range of IPV victimization [see author citation]. Future studies with larger person-day sample sizes are needed to replicate the strong associations found. For example, the odds ratio for the day-level association between physical and psychological IPV might be somewhat inflated due to the very low base-rate (and thus low observed variance) of the occurrence of physical IPV on days with no psychological IPV. An additional limitation is that analyses did not account for women's use of aggression and consequently, we do not know how women's use of aggression may be related to the occurrence and co-occurrence of their partners' aggression. Last, this study does not describe the temporal relationship of types of IPV, which would also be useful to inform practice and policy.
In conclusion, if replicated, findings of this unique study of women currently experiencing IPV have potentially important implications for practice and future research. This is the first study to raise awareness about women's lived experiences in regard to the occurrence and co-occurrence of IPV types. Findings can assist practitioners and inform public awareness campaigns to promote a better understanding of the range of experiences of abused womennamely that IPV does not occur on most days, psychological IPV alone is common and frequent, and physical IPV most often occurs on days when psychological IPV is experienced. This information is in contrast to most presentations of IPV in the media that typically depict severely physically abused women and focus less often on the occurrence and harmful effects of psychological IPV. Such presentations do not accurately represent all women who experience IPV and may do a disservice to the range of women who could benefit from or are in need of assistance from health service providers or criminal justice system practitioners. For example, some service providers might have difficulty identifying psychological IPV as worthy of attention. Yet our findings show that it is rather common and existing research has shown psychological IPV is a good indicator of future IPV risks (O'Leary, 1999) . Future research should consider micro-longitudinal designs to examine IPV experiences and related phenomena given that such methods may more accurately capture women's lived experiences. Further, future studies should examine if there are differential relationships by IPV type regarding antecedents, correlates, and consequencescross-sectional studies have begun to explore these relationships, but results of the present study strongly suggest that micro-longitudinal designs are needed and may prove critical to identifying proximal relationships to target interventions. Note. OR = odds ratio; CI = confidence interval; IPV = intimate partner violence
